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 LETTERS 

This point is nicely illustrated by one of the
examples cited by Kuller. While Goldberger’s
groundbreaking work on pellagra in the early
1900s was limited to epidemiological analysis
and did not involve communitywide interven-
tion (the effect of dietary change was tested
among state mental institution inmates), the
study’s main conclusion was that the dietary
deficiencies that caused pellagra in rural areas
of the US South were the result of poverty
and the conditions engendered by a single-
crop tenant-farming socioeconomic system.8

Finally, I agree that evaluations of these
programs should not ignore changes in levels
of risk and morbidity. However, as we dis-
cussed in our paper, many challenges are
involved in establishing the link between
community interventions and traditional epi-
demiological outcomes. As a result, there is
growing consensus that attention also needs
to be given to intermediate outcomes and im-
portant community-level impacts that eventu-
ally can lead to improvements in population
health.9,10
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HEALTHY AGING BEGINS WITH
THE FETUS 

The April editorial of McLeroy et al.1 empha-
sizes the importance of proper development
and implementation of modalities that will be
accepted by adult residents of communities
for the enhancement of the quality of health
and therefore life. The editorial clearly indi-
cates the importance of developing acceptable
approaches to allow individuals to comfort-
ably and permanently “change.” However, im-
plicit in this approach is an acknowledgment
of failure to prevent participation in lifestyle
practices that need to be changed.

The experience of the University of Pitts-
burgh Healthy Lifestyle Program has been
that few adults will participate in wellness
programs and those who do are not represen-
tative of the total socioeconomic spectrum.
Thus, rather than the need for programs to
help individuals change existing behaviors
that do not contribute to an optimization of
health, we would better serve the coming
generations by finding ways to make accept-
ance of health-enhancing behaviors the stan-
dard from the earliest stages of life. Only then
will we produce future generations that are
both mentally and physically healthier than
our current generation.

Such programs must begin with pregnant
women to reduce the impact of high levels of
maternal stress on the physical and mental
development of the fetus.2–4 Effective educa-
tion of children is needed—they should be
taught that the quality of their lives will be
enhanced if they keep physically active, are
not overweight, and do not smoke or drink al-
cohol to excess. Parents, schools, and commu-
nity role models must teach children that they
can minimize their risk of living with chronic
pain and illness as they age by adopting a

health-enhancing lifestyle. Children must un-
derstand that attention paid to the quality of
their mental and physical health will be re-
warded with a high quality of and enjoyment
of life.5–7

In addition to directing large financial and
personnel resources to existing programs for
changing the behavior of adults, we could
better serve future generations by directing
more attention to enhancing the desire of the
next generations to be mentally and physi-
cally healthy. Healthy aging begins with the
fetus, not the adult.
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MCLEROY ET AL. RESPOND 

We wish to thank Rabin for observing that
“[h]ealthy aging begins with the fetus, not the
adult.” Clearly, community-based public
health programs must take into account


